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Introduction  
 
  Chronic leg ulcers cause significant pain, cost, decreased quality of life and morbidity for a 
considerable segment of the older population (Graham et al., 2003a). At any given time the 
prevalence of patients with open leg ulcers receiving treatment is between 0.11% - 0.18% (Briggs & 
Closs 2003). Chronic leg ulcers occur in approximately 1 - 2% of the over 60 population in the US, 
UK, Europe and Australia (Baker & Stacey 1994; Johnson 1995; Lees & Lambert 1992; Margolis et 
al. 2002). Considerable research has been undertaken to determine the best treatment practices that 
will aid in the management and the healing of these ulcers, and practical and effective strategies and 
techniques for healing venous leg ulcers have been trialled to demonstrate their beneficial effects 
(Nelson et al. 2004; Cullum et al. 2001).  
 
Despite the availability of high level evidence to demonstrate the effectiveness of these 
strategies, these strategies have not been implemented at patient level (Bentley 2001; Marshall 
et al. 2001; Edwards et al. 2005a). 
 
In the last seven years a number of evidence-based guidelines for the management of 
chronic leg ulcers (1998 RCN UK, 1998 SIGN Scotland, 1999 NZ Guidelines Group, 2004 RNAO 
Ontario Canada) and a Cochrane systematic review (Cullum et al. 2001) have been published. The 
results have been widely reported and the publications are accessible via the internet. Despite the 
availability of evidence-based guidelines there is an evidence-practice gap in the appropriate 
assessment of chronic leg ulcers and timely use of compression therapy, identified both in the 
literature (Kruger et al. 2003, Simon et al. 2004) and by the network. This gap between what is 
known and reported, and what is done clinically has been widely acknowledged (Grol & Wensing 
2004, Glasziou & Haynes 2005).  
 
The Evidence Uptake Network Best Practice Community Care for Clients with Chronic Leg 
Ulcers was created to help identify the barriers to implementing the evidence based techniques and 
to identify, design and implement strategies to help overcome these barriers. The network 
comprises a cross-section of experts and healthcare professionals involved in the treatment of 
chronic leg ulcers. The network has members from community nursing agencies, the Australian 
Wound Management Association, Vascular Medicine Department of a major tertiary hospital, and 
academic researchers at Queensland University of Technology. 
 
To identify barriers, the network undertook the following five strategies: 
 
 Regular network discussion and meetings 
 Use of the NICS Barrier analysis tool to identify barriers and future strategies 
 Chart audits of patients with chronic leg ulcers 
 Focus group interviews with community nurses caring for this group of patients 
 Literature review update to identify current best evidence and evidence-practice gaps  
        
These strategies enabled the network to isolate and pinpoint the major barriers to the 
implementation of best practice of chronic venous leg ulcers, as will be discussed throughout this 
report.  
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1.  What are the important gaps between evidence and clinical 
practice identified in the network’s area of interest, and which 
of these does the network consider are of highest priority? 
 
Although the majority of leg ulcers are venous and the standard treatment of compression is 
known to be effective (Cullum et al. 2001), barriers to the successful implementation and 
maintenance of this treatment commonly occur. From the literature and our previous work in the 
area, there appears to be an evidence-practice gap where despite clear evidence for the use of 
compression therapy for patients with chronic venous leg ulcers (Bentley 2001; Marshall et al. 
2001; Edwards et al. 2005a & 2005b), there is not uniform and consistent application of 
compression therapy in practice. 
 
The network identified three major gaps between evidence to use compression therapy in the 
management of venous leg ulcers and factors influencing the implementation of evidence as highest 
priority: i) knowledge; ii) cost; and iii) system.  
 
1.1  Knowledge 
The first gap, knowledge was identified as applying to all those involved in the care and 
management of leg ulcers, including health professionals and clients. This gap is a priority since it 
directly affects two key groups identified by the network in the NICS Barrier Analysis Tool as 
primarily involved in the care of leg ulcers: clients and health professionals (community nurses, 
general practitioners, general practice nurses etc.). The results of the network barrier analysis 
highlighted the knowledge gap as a main concern due to the following: 
 Clients: 
o Clients often contend with conflicting advice regarding treatment regimes, 
effects of treatment and overall prognosis 
o Clients have poor knowledge concerning their underlying condition, their 
treatment options, and their own role in treatment 
o Lack of knowledge directly impacts on client compliance with treatment 
 Health professionals: 
o Individual clinicians may not be aware of all relevant, valid evidence relating to 
assessment of leg ulcers and application of compression therapy for chronic 
venous leg ulcer management 
o Access to up to date, relevant, valid literature is often difficult  
o Guidelines for management may not target all appropriate clinician groups 
o Clinicians may not have the skills in venous leg ulcer assessment (ABPI) or 
application of compression therapy 
 
1.2  Cost 
 The second gap identified involves costs. The evidence-based guidelines available have a 
variety of inherent costs (financial, time and socio-cultural) that make their implementation 
difficult.  
 For clients: 
o Financial concerns are a high priority for clients. Initial upfront and ongoing 
costs of bandage and compression therapy is an issue as many clients are frail, 
elderly and on limited incomes.  
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o Compression bandages can be perceived as uncomfortable (eg. too ‘tight’ or hot 
in hot climate), leading to a resistance with compliance with treatment 
o There are difficulties accessing skilled clinicians (eg. transport issues to 
community or hospital clinics)  
 For the healthcare profession: 
o There are financial costs involved in training clinicians and maintaining 
competency in the assessment of leg ulcers and application of compression 
techniques that may impede an agency or organisation from having all of their 
employees trained 
o Additional nurses’ time (and therefore cost) is required to appropriately assess 
leg ulcers and apply compression therapy and this is not allowed for in funding 
models 
 
1.3  Systems 
 The third important gap identified is the lack of a consistently utilised pathway of care that 
allows for timely referrals to the appropriate health care specialist or health professional in order to 
facilitate implementation of evidence based care. 
 For clients 
o Inability to access skilled clinicians with skills in compression therapy techniques 
o Confusion as to whom to access (general practitioner, community clinic, etc.) 
 For health professionals 
o Fragmented health care system exists for the care of leg ulcers 
o Care is spread across three disparate levels – community nurses, general practitioners 
and vascular or wound care specialists 
 Funding model 
o No allowance in health care funding model to provide care to prevent reoccurrence 
of leg ulcers 
o Insufficient funding in the current model to allow time for best practice assessment 
and treatment of active leg ulcers 
 
2.  What is the gap between evidence and practice that the 
network would propose to address first? 
 
 As discussed in the previous section, the network acknowledges that there are major barriers 
in addressing the gap between evidence and practice with regard to compression therapy for venous 
leg ulcers. However, the network has decided that the knowledge gap is the highest priority and the 
best strategy to focus on in Phase II. 
 
2(a) What is ‘best available’ evidence in this area (are there 
evidence based guidelines or systematic reviews?) 
 
The current evidence base for the management of chronic venous leg ulcers is presented in 
Table 1.  The evidence is supported by: a) two systematic reviews: a.1) a 2001 Cochrane review; 
a.2) a 2004 Clinical Evidence Review;  and b) four evidence-based guidelines. 
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Table 1: Evidence base for management of chronic venous leg ulcers 
 
Evidence based management strategy 
Source of Evidence Level of 
Evidence* Systematic Review Evidence based 
Guidelines 
1. All patients presenting with an ulcer should be 
assessed appropriately and be screened for arterial 
disease by Doppler measurement of Ankle Brachial 
Pressure Index (ABPI). 
Nelson et al, 2004 
Cullum et al, 2001 
 
RNAO, 2004 
NZ GG, 1999 
RCN UK, 1998 
I 
2. Compression therapy increases the healing of 
venous leg ulcers compared to no compression 
Nelson et al, 2004 
Cullum et al, 2001 
 
RNAO, 2004 
NZ GG, 1999 
RCN UK, 1998 
I 
3. High compression (multi-layered systems) is more 
effective than low compression (single-layered system) 
but should only be used in the absence of significant 
arterial disease (ABPI ≥0.8). 
Nelson et al, 2004 
Cullum et al, 2001 
 
 
RCN UK, 1998 
NZ GG, 1999 
 
I 
4. No clear differences exist in the effectiveness of 
different types of high compression systems (eg. 4 
layer, short stretch). 
Nelson et al, 2004 
Cullum et al, 2001 
 
RCN UK, 1998 
NZ GG, 1999 
I 
5. Compression therapy should be applied by a trained 
practitioner who has appropriate skills in assessment 
and treatment. 
Cullum et al, 2001 
 
RNAO, 2004 
NZ GG, 1999 
RCN UK, 1998 
IV 
6. Dressings must be simple, low adherent and 
acceptable to the patient. 
Nelson et al, 2004 
 
 
RNAO, 2004 
NZ GG, 1999 
RCN UK, 1998 
I 
7. No specific dressing has been demonstrated to 
encourage wound healing in the presence of 
compression therapy. 
Nelson et al, 2004 
 
RNAO, 2004 
NZ GG, 1999 
RCN UK, 1998 
I 
8. Routine bacteriological swabbing and antibiotics are 
unnecessary unless there is evidence of clinical 
infection or cellulitis.  
Bradley et al, 1999 RNAO, 2004 
NZ GG, 1999 
RCN UK, 1998 
I 
9. Community nursing clinics are more cost effective 
than home care for chronic leg ulcers. 
Morrell et al, 1998 
Harrison et al, 2005 
Edwards et al, 2005 
 II 
III-1 
10. Timely referral and appropriate communication 
pathways will facilitate best practice care and healing 
Stacey et al, 2002 
Graham et al., 2003b  
 
RCN UK, 1998 
 NZ GG, 1999 
IV 
*NHMRC 2000  
 
 2(b)  What information is there to demonstrate a gap between 
evidence and practice, both in general and within your 
network? 
 
The current care of chronic venous leg ulcers varies considerably; it is dependent on the 
interests and knowledge of individual practitioners and the resources available to different service 
providers (such as Community Nursing Service, hospital OP departments and nursing homes). No 
evidence-based clinical guidelines have yet to be produced for the Australian setting. The gap 
between evidence and practice in key areas of the management of chronic venous leg ulcers are 
summarised in Table 2.  
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Table 2: Summary of evidence-practice gap for chronic venous leg ulcers  
 
Key evidence 
management 
strategy 
priorities 
Evidence-practice gap identified in the 
general literature  
Evidence-practice gap identified  by 
the Network  
Correlates 
to evidence 
in Table 2 # 
Patient requires a 
comprehensive 
leg ulcer 
assessment to 
determine ulcer 
aetiology 
 
 
 
 Illawarra 3-month survey found 38% of 
patients had no stated ulcer aetiology 
and 52% had no formal diagnosis 
recorded (Hoskins et al 1995). 
 Thorough assessment needs to be 
undertaken to detect conditions that 
require specialist referral (arterial 
insufficiency, malignancies) and other 
forms of therapy (NZGG 1999)  
The Network noted that insufficient 
assessment was undertaken, due to lack 
of knowledge, skills and training 
 Barrier Analysis Findings – some 
GPs, community nurses and aged 
care nurses require updated training 
in wound assessment 
 Chart Audits – 60% (n=15) had no 
wound aetiology documented 
1 
All patients 
presenting with 
an ulcer should 
be screened for 
arterial disease 
by Doppler 
measurement of 
Ankle Brachial 
Pressure Index 
(ABPI) 
 Only 50 % of general surgeons and 
88% vascular surgeons surveyed in 
Australia measured ABPI (Kruger et al 
2003) 
 Only 11.5% of 330 clients with chronic 
leg ulcers cared for by GPs or 
community nurses surveyed in the 
Illawara region had Doppler ultrasound 
measured (Hoskins et al 1995). 
 Only 16% of 107 physicians reported 
an ultrasound assessment of patients 
with leg ulcers (Graham et al 2003b)  
Insufficient use of Doppler assessment 
due to lack of knowledge, skills and 
cost of equipment 
 Chart Audits – 20% (n=5) had 
Doppler measurement of ABPI 
documented 
 Focus Groups – Identified  lack of 
Doppler assessments, lack of 
skilled staff to undertake ABPI and 
subsequent inability to commence 
compression treatment 
 
1 
Compression 
therapy increases 
the healing of 
venous ulcers 
compared to no 
compression 
 
 
 Graham et al (2003b) found that more 
than 50% of 107 physicians surveyed 
were unaware that compression is an 
effective treatment for venous ulcers. 
 Only 19% of clients at 1 month had 
compression therapy in an Illawarra 
survey (Hoskins et al 1995). 
 Audit of 136 patients with chronic leg 
ulcers (average duration of 6 years) 
referred to a vascular surgeon found 
none received effective compression  
prior to review (McMullin 2001) 
 Vascular surgeons (99%) are more 
likely to use compression therapy than 
general surgeons (61%) (Kruger et al 
2003) 
Difficulties were found with compliance 
due to the lack of knowledge about 
venous leg ulcers and treatment 
protocols in both health professionals 
and clients 
 Chart Audits – Only 24% (n=6) 
had compression therapy 
documented 
 Focus Groups  – Identified 
difficulties with patient 
compliance, often due to 
inadequate knowledge and 
misunderstandings re the treatment 
 
2,3,4 
Compression 
therapy should 
be applied by a 
trained 
practitioner who 
has appropriate 
skills in 
assessment and 
compression 
treatment. 
 Ellison (et al 2002) found that despite 
training compression therapy was not 
appropriately applied by general 
community nurses  
 Canadian family physicians identified 
an absence of evidence-based protocols 
in home-care agencies (72%) as a 
barrier to leg ulcer care (Graham et al 
2003b) 
 Adequate skills training of staff needs 
to be provided to implement evidence-
based guidelines (Marshall et al 2001) 
 
Lack of knowledge, competency and 
updates in skills meant that nurses were 
reluctant to apply compression 
 Barrier Analysis – The differing 
health disciplines involved in ulcer 
care may not all be aware of which 
clinicians have appropriate skills in 
venous leg ulcer care 
 Focus Groups – Identified nurses’ 
lack of knowledge and up to date 
competencies in wound 
management, along with cost to 
train all community nurses in 
wound care, makes it difficult to 
apply compression consistently 
and safely 
5 
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Timely referral 
and appropriate 
pathways 
 
 Canadian family physicians identified 
poor communication with health 
workers (60%) as a barrier to leg ulcer 
care (Graham et al 2003) 
 Illawarra study found only 27% of 
patients with chronic leg ulcers (mean 
duration 9 years) had ever been referred 
to a vascular surgeon  (Hoskins et al. 
1995). 
 
Nurses and health professionals do not 
commonly utilise a systematic clinical 
pathway to ensure timely referral & 
communication 
Focus Groups – Identified a need for 
standard feedback and communication 
documentation within and between 
health disciplines caring for patients 
with leg ulcers  
10 
Community 
nursing clinics 
are more cost 
effective than 
home care for 
chronic leg 
ulcers 
 
  Community leg ulcer clinics provide 
more cost-effective care than usual 
home-based care for venous leg ulcers 
in the UK and Australia (Morrell et al, 
1998; Simon et al, 2004; Collins et al, 
2005). 
 Canadian family physicians reported a 
lack of access to wound-care products 
(69%) and wound-care centres (66%) 
(Graham et al, 2003b).  
                                                                          
Historically clients have been treated 
by community nurses in their homes, 
and therefore clients and health 
professionals have an entrenched view 
which is  difficult to challenge despite 
evidence to the contrary 
 Focus Groups – Identified the high 
costs involved in ulcer care, both 
to the health system and to the 
clients, and lack of knowledge, 
difficulties and reluctance to 
change the current systems of care 
9 
 
 
2(c)   Why is this gap a priority? 
 
 The network identified the crucial gap between the above best practice model and the reality 
of actual practice was knowledge. This gap is a priority because it directly affects two key groups 
identified by the network as vital in the management of chronic venous leg ulcers; clients and health 
professionals.   
 Although there are other gaps, we believe addressing the knowledge gap is the fundamental 
first step in improving care of venous leg ulcers. Without current knowledge and skills, health 
professionals are unable to provide care based on best evidence. Without knowledge of their 
condition, appropriate treatments, and the effectiveness of compression, clients are unlikely to agree 
to try costly treatments. Armed with evidence-based knowledge, clients and health professionals are 
more likely to seek out the correct evidence-based form of care for chronic venous leg ulcers. 
Armed with knowledge they are more likely to advocate for and be receptive to changes in the other 
two important gaps – systems and costs. 
 
2(d) How will improving care in this area have a positive 
impact on patient outcomes? 
 
 There is clear evidence that implementing evidence based care (including compression) for 
clients with chronic venous leg ulcers improves healing rates and prevents recurrence (Nelson et al, 
2004; Cullum et al, 2001). Chronic venous leg ulcers are costly for the community and for health 
services. They are a major cause of morbidity and are associated with significant suffering. Chronic 
leg ulcers often persist for years and have high rates of recurrence, and are associated with 
significant levels of depression, anxiety, social isolation, pain and reduced mobility (Dowsett, 2005; 
Simon et al, 2004; Edwards et al, 2005b). Improving care in this area will positively impact on 
healing rates, mobility, socialisation, pain, quality of life and costs of health care to the patient. 
 
 
  
Best Practice Community Care for Chronic Venous Leg Ulcers         
 
 
 
7
2(e)  What challenges are anticipated in addressing this gap? 
 
The main knowledge uptake challenges identified by the network are: 
1. Changing entrenched views and attitudes (of past and ineffective management practices) 
to the newer evidence-based practices. 
2. Obtaining and maintaining competency in assessment & treatment techniques for a large 
range of health professionals. 
3. Bringing together key stakeholders to agree to use of a systematic clinical pathway to 
ensure timely referral. 
 
 The network is aiming for what amounts to a paradigm shift. The network understands that 
if we are to improve care and healing rates for chronic venous leg ulcers we require clients and 
health professionals to undergo an attitude change from the old view that leg ulcers do not heal and 
are simply a chronic problem to be managed, to the evidence-based view that with best practice 
management chronic venous leg ulcers can be healed effectively. 
 
 
3.  How did the network go about identifying these evidence-
practice gaps, and how did the network decide which ones 
were most important? 
 
To identify the evidence practice gaps, the network undertook five main strategies: 
 
3.1.  Barrier Analysis Tool 
 The network first worked through the NICS Barrier Analysis Tool (NICS, 2005) with the 
expert members. The barrier analysis tool explored key stakeholders’ views and practices in the 
care of clients (for example: general practitioners, community nurses and wound care specialists), 
and how their roles and responsibilities impacted upon the chain of management of leg ulcers for 
the client.  
 
3.2  Chart Audits 
 The network also undertook a chart audit of 25 clients with chronic venous leg ulcers at a 
community care agency to evaluate actual everyday practice in the management of chronic venous 
leg ulcers. Notable data from the audit included the information that only 40% (n=10) of clients had 
information about the aetiology of the wound noted on their charts. This is of major concern as the 
identification of aetiology of the wound determines the course of treatment. As well, only 20% of 
clients were assessed for impairment in arterial leg circulation with a Doppler measurement of 
Ankle Brachial Pressure Index (ABPI). Compression therapy applied to an arterial aetiology ulcer 
could have serious negative consequences for a patient. Consistent with the Network’s expectations, 
and related literature on the subject (eg. Hoskins et al. 1997), only 20 % (n=5) of clients had 
compression therapy applied. 
 
3.3  Focus Groups 
 To understand the barriers faced by those who deal with the day to day management of 
chronic leg ulcers, the network ran a series of focus groups with community nurses. Fourteen 
community registered nurses participated. Data from focus groups were analysed, coded, 
categorised and themed using open coding. The major themes raised included the lack of 
communication between healthcare professionals about a client (especially between community 
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nurses and general practitioners), lack of knowledge, skills and comprehension about the 
management of chronic venous leg ulcers amongst health professionals and clients, and the costs of 
the management of chronic venous leg ulcers for both the healthcare system and the client (and how 
this could again lead to poor management of the leg ulcer). 
 
3.4  Monthly Meetings 
 The fourth strategy was holding regular monthly meetings throughout the project, updating 
network members or receiving their feedback on proceedings through e-mail.  
 
3.5  Literature review 
 The network expanded its literature review from the original NICS Expression of Interest to 
include more studies, systematic reviews and published guidelines from around the world. The 
network also updated the literature to include the most recent research. 
 
Although the original proposal for this project included an aim to conduct a national survey of 
wound care clinicians on current practice, the network decided that time did not permit the proper 
conduct of the survey in Phase 1, and the survey will be included within the Phase 2 project. 
 
 Thus, the five strategies above led to the Network’s identification of three main gaps:  
a) knowledge; b) cost; and c) systems gaps in the implementation of evidence-based best practice in 
the management of chronic venous leg ulcers. 
 
 
 
4.  How does the network propose to continue to review 
evidence and practice to identify evidence-practice gaps and 
further priority areas over time? 
 
 
4.1.  Current activities 
 
The following strategies have been effective in forming a cohesive and sustainable group thus far: 
 Network members are from diverse backgrounds and professions, including representation 
from the Australian Wound Management Association, vascular physician participation at a 
major teaching hospital, community nursing care agencies and academic researchers at 
Queensland University of Technology; 
 Prior to the establishment of this project, several members of the network were already 
working together collaboratively, which meant that a basic framework was already in 
existence; 
 Monthly meetings have helped to keep the network members up-to-date on progress and 
have allowed for the review of material; 
 Network members have kept in e-mail contact with updates on progress and minutes of 
meetings; 
 Meetings have been held at different locations to help ensure that each member can attend 
meetings and give input and to accommodate different schedules 
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4.2. Future directions for the network to review evidence, identify evidence-practice gaps and 
further priority areas over time include: 
 
1. The Australian Wound Management Association has indicated an ongoing commitment 
through the incorporation of a specific venous leg ulcer page on their present website. 
Additionally they have initiated a working party to look at the evidence for venous leg 
ulcers and adapting the evidence base to the Australian context. It is the intention that 
these guidelines will then be placed on the website for dissemination. It is planned that 
this will be incorporated into the Phase II proposal with the NICS project. 
2. The network proposes to undertake a cost effectiveness study in a local setting to 
demonstrate to agencies and governing bodies that evidence-based management of 
chronic venous leg ulcers is more cost effective in the long-term.  
3. The network proposes to further expand to create inclusive links with identified key 
stakeholders such as general practitioners and general practice nurses. Additionally, the 
network is currently examining linking with other relevant groups and associations such 
as the College of General Physicians, the Australian Council of Community Nursing 
Services and Oz Care. The network would aim to have a representative from each state 
from each of these organisations. 
 
 
Conclusion 
 
 The network believes that the best strategy to help reduce the cost burden on the healthcare 
system is to address the knowledge gap now. Chronic venous leg ulcers have a higher prevalence 
amongst those over age 60 in Western countries (Baker & Stacey, 1994; Johnson, 1995; Lees & 
Lambert, 1992; Margolis et al., 2002). With the growing cohort of an aging population, the 
incidence of chronic leg ulceration will only increase, leading to a larger population suffering from 
the condition and a larger financial drain on the health care system. Putting systems and strategies 
into place now will be an effective pre-emptive strike, greatly reducing the amount of suffering and 
financial toll on the upcoming cohort of elderly. Addressing the network’s identified priority – the 
knowledge gap – now will lead to changes of attitudes in practice, preparing the workforce and 
clients for proper management of chronic venous leg ulcers in the near future. 
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